Introduction
 Injuries of the pelvis are an uncommon, but potentially lethal, battlefield injury.  Blunt injuries may be associated with major hemorrhage and early mortality. Death within the first 24 hours of injury in these patients is most often due to hemorrhage. Civilian mortality rates have ranged from 18% to 40%.  Penetrating injuries to the skeletal pelvis are usually associated with abdominopelvic organ injury. For combined hollow viscus and acetabulum/hip joint injuries, the joint is contaminated and must be explored and treated as described in Chapter 9, Soft-Tissue and Open Joint Injuries.
 Technique of sheet or pelvic binder application.
o Slide the folded sheet (30-40 cm wide) or binder under the supine patient, centered at the level of the greater trochanters. o With a second individual on the opposite side of the table, overlap the ends of the sheet (or Velcro straps of the binder) circumferentially, applying compression across the pelvis. o Secure the sheet in place with large Kelly clamps, or, alternatively, tighten the draw string on the binder.
o Binders can be left in place for 24-48 hours, but require frequent skin checks for longer periods of use. o Confirm reduction of the pelvis with an anterior-posterior pelvis X-ray.  Technique of pelvic external fixator placement (Fig. 21-1) .
o Prep the iliac crests. o Place a 2-cm horizontal incision over the iliac crest, 2-3 cm posterior to the anterior-superior iliac spine. o Bluntly dissect to the iliac crest, taking care to identify the intermuscular plane between the external oblique and iliacus, which will lessen bleeding. o To determine the angle of the pelvis, first slide a guide pin between the muscle and the bone along the inner table of the iliac wing no deeper than 3-4 cm.
Failure to properly determine the angle of the iliac wing leads to inadequate fixation and may cause significant complications. o Prep the abdomen and make an 8-cm midline incision extending proximally from the level of the symphysis pubis toward the umbilicus. Alternatively, if a prior laparotomy incision has been made, one can extend the incision distally to the symphysis. o Divide the fascia of the rectus abdominus at its midline, taking care to avoid penetrating the underlying bladder. o Retract the bladder to one side with the use of a malleable retractor, and identify the pelvic brim beginning at the level of the symphysis pubis and extending posteriorly. o To the greatest extent possible, quickly identify whether the bulk of the bleeding encountered is venous or arterial in nature. If arterial, consider subsequent embolization procedures. o Taking care to avoid disruption of common vascular connections between the obturator and iliac systems (corona mortis), identify the pelvic brim and place the first of three laparotomy sponges with the aid of a sponge stick posteriorly to the level of the sacroiliac joint, below the level of the pelvic brim (true pelvis).
o A second sponge is packed at the midportion below the pelvic brim, with the third sponge placed below the bladder anteriorly into the space of Retzius. o The bladder is retracted to the other side, and the procedure is repeated for the opposite hemipelvis. o The rectus fascia is closed, with a single layer running suture and the skin is closed with staples. o Exploratory laparotomy, if required, should follow closure of the retroperitoneal fascia to allow for the continued tamponade of the vessels in the retroperitoneum. o Packing should be carefully removed within 24-48 hours.
For Clinical Practice Guidelines, go to http://jts.amedd.army.mil/index.cfm/PI_CPGs/cpgs
